Study Design: Nonexperimental descriptive research design. Objective: To describe the frequency of use and perceived level of importance of professional responsibilities, procedures, and knowledge areas by physical therapists practicing in primary contact care settings and to compare these data to similar data from physical therapists practicing in nonprimary contact care settings. Background: Physical therapy services have moved toward a primary contact model of practice in response to changes in the health care delivery system. Several studies have reported the effectiveness of primary contact physical therapy. However, a practice analysis has not been performed to define the clinical practice of primary contact physical therapy. Methods and Measures: A sample of 212 physical therapists practicing as primary contact providers in the military and civilian sectors, and a comparison group of 250 physical therapists not practicing as primary contact providers were surveyed. A Delphi technique was used to develop the survey instrument, which was pretested by a pilot group. The final survey instrument consisted of 171 items. Chi-square and Kruskal-Wallis tests were conducted to examine significant differences among the 3 groups (PϽ.001). Results: Of the 212 surveys mailed to the primary contact group, 119 (56.1%) responses were received (82 military physical therapists and 37 civilian physical therapists). Of the 250 surveys mailed to the comparison group, 103 (41.2%) responses were received. There were numerous significant differences among the 3 groups in professional responsibilities, procedures, and knowledge areas, most notably in the areas of selecting and ordering of imaging procedures, Edsen B. Donato, 11164 Yardley Place, Loma Linda, CA 92354. E-mail: edonato@adelphia.net identifying signs and symptoms of nonmusculoskeletal conditions, establishing physical therapy diagnoses, and prescribing over-the-counter medications.
M edical care programs have moved toward primar ycare-based systems to provide accessible, cost-efficient, high-quality health care. 18 Primary care has been defined as ''the provision of integrated, accessible health care services by clinicians who are accountable for addressing a large majority of personal health care needs, developing a sustained partnership with patients, and practicing within the context of family and community.'' 25 Historically, physicians served as the principal providers of primary patient care services. However, nonphysician clinicians (NPCs), such as physi-cian assistants, nurse practitioners, certified nurse midwives, and physical therapists providing primary contact care, have proliferated in recent years due to new demands in the health care market, including a greater focus on health promotion and prevention, changes in state laws and regulations expanding NPC practice prerogatives, and an increased supply of practicing NPCs. [9] [10] [11] 19 Primary contact care (PCC)-also described as first contact care-with NPCs has reduced ambulatory health care expenditures and has produced favorable outcomes. [6] [7] [8] 13, 24, [30] [31] [32] Primary contact care is defined as the provision of health care services at the first point of entry into the health care delivery system by primary contact providers (PCPs). [9] [10] [11] 22, 25 The American Physical Therapy Association (APTA) describes the role of physical therapists in primary care in the Guide to Physical Therapist Practice, 2 which states that physical therapists make unique contributions as individuals and as members of primary care teams. Often, the needs of the patient exceed the capabilities and competencies of individual caregivers. This requires the collaboration of various health care providers in the primary care team. Physical therapists are optimally positioned to provide primary contact neuromusculoskeletal health care services within the context of a collaborative practice model. 2 Physical therapists functioning as PCPs are commonly seen in the United States military, in United States civilian settings that have direct access legislation, and in countries such as England and Australia where physical therapists provide neuromusculoskeletal health care services at the first point of entry into the health care delivery system. 4, 14, 16, 20, 23, 27, 26, 31, [33] [34] [35] [36] [37] 39, 40, 41 Direct access has been defined as the evaluation and treatment of patients by physical therapists without referral from a physician or other health care practitioner. 1, 17, 37 Direct access in the United States dates back to 1957, when the state of Nebraska became the first state to attain direct-access legislation, as referenced by the APTA's website. Presently (2004), 39 states have attained direct-access statutes. In addition, the APTA House of Delegates recently adopted the 2020 vision statement, which states that in 2020 physical therapy will be provided by doctors of physical therapy recognized by consumers and other health care professionals as the practitioner of choice and to whom consumers have direct access for the diagnosis, intervention, and prevention of impairments, functional limitations, and disabilities related to movement, function, and health. 3 There are numerous studies on the effectiveness of primary contact physical therapy (PCPT) intervention that show successful outcomes with regard to reduced health care costs, effective patient management, and the public's favorable perception of seeing a physical therapist for PCC. 8, 24, 27, 30, 35, 37 Mitchell and Lissovoy 30 published a study in 1994 on the cost effectiveness of direct access to physical therapists. They found that the costs for physical therapy visits were 123% higher when patients were first seen by a physician as compared to when they were seen by a physical therapist directly. 30 Hattam and Smeatham 24 found that 72.4% of patients seen in a primary care orthopedic screening service were effectively managed by physical therapy specialists who gave advice on management, referral to physical therapy or podiatry, injection therapy, or referral for further investigation. This finding was supported by Byles and Ling, 8 who found that 40% to 60% of patients seen in a hospital-based outpatient orthopedic setting could be managed by an experienced physical therapist. Weale and Bannister 40 also found that physical therapists were as effective as staff-grade surgeons in managing orthopedic outpatients and achieved better outcomes and higher levels of patient satisfaction when treating low back pain. Studies by James and Stuart 27 and Overman et al 33 show higher levels of patient satisfaction and functional improvements for low back pain after being treated by physical therapists compared to physicians. Physicians involved in these studies endorsed the primary contact role of the physical therapists. 27, 33 And finally, Snow et al 37 found that 73.4% of randomly selected individuals living in south Florida stated that they would see a physical therapist directly. Given the involvement of physical therapists in PCC, it is important that the perceived knowledge, skills, and abilities of physical therapists practicing in PCC be identified. Descriptions of these clinical competencies are necessary to promote consistent high standards of health care, delineate the present scope of physical therapy practice, and provide data that will guide the curricula of physical therapist professional and postprofessional education.
The purpose of this study is to describe the frequency of use and perceived level of importance of professional responsibilities, procedures (ie, tests, measurements, and interventions), and knowledge areas of physical therapists practicing in PCC settings and to compare these data to similar data from physical therapists practicing in nonPCC settings.
METHODS
This study, which was approved by the Institutional Review Boards of Loma Linda University and the University of St Augustine for Health Sciences, used a nonexperimental descriptive research design. The method used for this practice analysis followed the standard methodology for analyzing the knowledge, responsibilities, and procedures performed by a health care practitioner. This methodology is described by Milidonis et al 29 and will be summarized below pertaining to the clinical practice of PCPT.
Literature Review
The primary investigators (EBD, RED) performed a literature review of databases that included Medline , PubMed (1966 PubMed ( -2004 , Cinahl (1982 Cinahl ( -2004 , and Cochrane library (Systematic Reviews and Abstracts of Reviews of Effectiveness with no date or field restrictions), and also performed a noncomputer search of relevant books or journals. Three peer-reviewed articles outlining the role and function of PCPT practitioners in the military were found. 4, 23, 26 However, the literature review did not reveal any practice analysis study describing the clinical practice of PCPT.
Development of the Survey
To develop a practice analysis survey describing this practice area, the investigators needed to form a panel of subject matter experts to create a comprehensive and accurate survey instrument. The investigators initially generated a list of 67 potential nominees to serve as members of a national advisory committee (NAC) using a purposive sampling approach. Purposive sampling is a nonprobability approach in which the investigators select their subjects by specific characteristics. 34 The investigators narrowed this list down to 19 nominees based on their availability and the following criteria: (1) experience with development of practice analysis survey instruments, (2) knowledge of PCP clinical practice, (3) knowledge of orthopedic physical therapy and manual therapy, (4) active, inactive, or retired United States military physical therapists, and (5) previous contribution to the advancement of physical therapy. The investigators also tried to provide a diversity of geographic distribution, practice setting, educational background, clinicians versus educational experience, clinical and academic experience, and subspecialties in their sample population.
Next, 1 of the investigators (RED) developed a list of 31 PCC competencies derived from this investigator's clinical experience of over 15 years in PCC, didactic and practical courses taken in the area of PCC, and from a review of standard textbooks related to PCPT. 5, 6, 21, 22, 28 The investigators sent an openended, 5-item questionnaire along with this list of 31 PCC competencies (Table 1) to these 19 nominees for their review. These nominees were instructed to write competencies that were important to physical therapists in PCC and to specifically add, delete, and edit the 31 items for the purpose of developing survey items that would describe the clinical practice of PCPT. A total of 13 (68.4%) responses were received but only 12 individuals were selected to serve on the NAC, based on their consent and availability for assisting the investigators with the development of the survey instrument.
The investigators used a 3-round Delphi technique to survey the NAC members for the development of the survey items. The 3 phases consisted of review of the first draft of survey items, review of the second draft of survey items, and review of the third draft of survey items using postal questionnaires.
The initial responses from the first draft of the survey instrument given by the NAC contributed more than 200 unedited items. The investigators edited these items for redundancies and organized them into the second draft of the survey instrument. This second draft of the survey instrument, which contained 191 items, was sent back to the NAC for review. Where appropriate, the investigators altered the terminology used in these competencies to make them consistent with the terminology used in the Guide to Physical Therapist Practice. 2 Upon receiving the responses from the NAC, the investigators edited the items again for redundancies and compiled them into the third draft of the survey instrument. The third draft, which had increased to 232 items, was sent back to the NAC for their final review. After receiving the final response from the NAC, the investigators edited the items once more and narrowed the list down to 171 items, which became the survey instrument that would be sent to the group of individuals who would pilot test the survey. The survey instrument (Appendix) consisted of 4 sections: (1) Demographic Information, (2) Part I, Professional Responsibilities, (3) Part II, Procedures, and (4) Part III, Knowledge Areas.
Demographic Information The demographic information included inquiries regarding highest level of education, board certification, number of years of practicing physical therapy, number of years of practicing PCPT, amount of time spent in PCPT, amount of time spent working in specified area, type of educational preparation for current practice, gender, and age. This section of the survey instrument consisted of closed-ended, fixed-response questions. However, respondents were given an opportunity to provide information below each of the questions if the response was other than the fixed responses.
Professional Responsibilities The purpose of this section was to ascertain what PCPT practitioners do in their day-to-day professional roles. In this section, respondents were given a list of 65 professional responsibilities that had been grouped into clusters of related responsibilities called practice dimensions. The 9 practice dimensions were: (1) conduct examination, (2) perform evaluation, (3) determine diagnosis, (4) determine prognosis, (5) perform intervention, (6) plan discharge, (7) measure outcomes, (8) participate in primary care professional development, and (9) participate in community health education. 
Primary Contact Physical Therapy
Medical diagnostics A.
Implement screening principles for medical conditions B.
Perform selected examination techniques that will help safeguard the patient who may present with a medical disease C.
Discern signs and symptoms that suggest disease rather than dysfunction D.
Determine appropriate physician referrals based on the screening examination Comprehensive examination scheme A.
Interpret the clinical ''red flags'' of a subjective and objective examination B.
Relate normal physiology of the organ systems of the body to a set of general symptoms and signs which suggest the organ system is diseased C.
Differentiate medical conditions that are or are not appropriate for physical therapy intervention D.
Identify medical conditions that may modify physical therapy modalities offered to the patient E.
Identify visceral structures of the abdominal cavity and differentiate them from local musculoskeletal system structures F.
Perform selected objective tests to screen certain organ systems for disease G.
Identify conditions that could be easily detected during physical therapy evaluation that should be referred for further medical evaluation Radiology A.
Understand the fundamentals of imaging procedures/modalities B.
Understand how imaging procedures/modalities are used to solve problems and diagnose patients C.
Describe basic functional radiologic anatomy of the spine/extremities that relate to physical therapy practice D.
Identify common radiologic abnormalities of the spine/extremities E.
Understand the concepts and applications of computed tomography scan, magnetic resonance imaging, positron emission tomography scan, and Nuclear Medicine F.
Describe signs and symptoms that indicate the need for further clinical imaging studies G.
Determine the appropriateness of selected diagnostic clinical imaging techniques for a given neuromusculoskeletal condition or movement dysfunction H.
Identify normal/abnormal distinguishing features in clinical imaging studies of pediatric, adult, and geriatric populations Pharmacology A.
Understand the categories of commonly used medications in patients presenting to physical therapy services with neuromusculoskeletal conditions/dysfunctions B.
Identify the common therapeutic effects and side effects of the commonly used medications C.
Identify the clinical indications for the drugs frequently encountered in physical therapy practice D.
Identify commonly prescribed pain and anti-inflammatory medications interacting with other medications Lab values and nutrition A.
Identify components of basic nutrition assessments of the patient B.
Recognize symptoms of nutrition problems, particularly as they relate to physical therapy C.
Interpret nutrition-related laboratory values and identify acceptable values for the patient D.
Identify possible solutions to nutrition problems and communicate the need for medical or nutritional intervention to a dietitian and/or physician E.
Understand the key components of the Energy Delivery System F.
Determine if a patient has the appropriate compensatory mechanisms to diseases involving the Energy Delivery System to participate safely in a physical therapy program G.
Identify laboratory values that constitute absolute contraindications to participation in a physical therapy program H.
Assess normal and abnormal physiologic responses to physical therapy and determine when a physician should be notified regarding abnormal responses
Respondents were asked whether or not they performed each listed task during their practice in PCC. They were also instructed to rate their perceived level of importance of each task, for physical therapists in general on a 0-to-4 ordinal scale (0, not important at all; 1, minimally important; 2, moderately important; 3, highly important; 4, extremely important) regardless of whether or not they performed the task. At the end of this section respondents were given the opportunity to comment or list any other important responsibilities that should have been included.
Procedures This section focused on the 52 procedures that PCPT practitioners use in their work. These items were listed in 2 procedures dimensions: (1) evaluation procedures, and (2) intervention.
Again, respondents were asked whether or not they performed each listed task during their practice in PCC. They were also instructed to rate their perceived level of importance of each task for physical therapists in general on the same 0-to-4 ordinal scale used in the previous section, regardless of whether or not they perform the task. At the end of this section, respondents were given the opportunity to comment or list any other important procedures that should have been included.
Knowledge Areas This section focused on the 54 knowledge areas that PCPT practitioners use in their work. There were 7 knowledge dimensions: (1) anatomy and physiology, (2) examination, evaluation, diagnosis, and prognosis, (3) intervention, (4) clin-ical pharmacology, (5) diagnostic imaging sciences, (6) critical inquiry, and (7) ethical and legal considerations.
In this final section, respondents were only instructed to rate their perceived level of importance of each knowledge area for physical therapists in general on the same 0-to-4 ordinal scale used in the previous 2 sections. At the end of this section respondents were again given the opportunity to comment or list any other important knowledge areas that should have been included.
Pilot Testing of the Survey
To improve the content validity of the survey, a group of 7 subject matter experts who had previous knowledge and work experience in the PCC setting were chosen, based on a purposive sampling technique, their consent, and availability to pilot the survey. Two members of the pilot group were also members of the NAC. The responses of this pilot group were used to validate the competencies, check the feasibility of this project, determine the time it took to complete the survey, and identify any other problems with instructions or procedures for filling out the survey. Final revisions and modifications were made based on the pilot group's comments.
Survey Participants
A sample of convenience, which is the most common form of nonprobability sample in which subjects are chosen based on their availability, 34 was used to solicit as many available PCPTs currently in practice to participate in the study. The method of solicitation included placing advertisements in pamphlets distributed at annual professional meetings, verbal announcements at national professional meetings, advertisements in the APTA's Orthopaedic Section and Sports Physical Therapy Section quarterly news magazines, and mass e-mail announcements to military physical therapists utilizing the electronic mailing services voluntarily provided by the physical therapy branch chiefs of the United States Army, Navy, and Air Force. The investigators' goal was to solicit at least 250 PCPTs (military and civilian) and 250 nonPCPTs to participate in the study. However, due to time constraints and the limited number of PCPTs available, the investigators were only able to solicit 212 PCPTs to participate in the study. These individuals were divided into 2 groups: primary contact military physical therapists (PCMPTs) and primary contact civilian physical therapists (PCCPTs). This would allow the investigators to contrast the variability between these 2 groups who are collectively categorized as the PCC group.
To delineate and contrast perceived knowledge, skills, and abilities between physical therapists in the PCC and nonPCC groups, the state of Ohio was nonrandomly selected from the 12 remaining nondirect-access states listed on the website directory of the APTA (at the time of this practice analysis) to provide the comparison group (CG). Physical therapists who served as the CG or nonprimary contact physical therapy (NPCPT) group in this investigation were all licensed to practice in this state. In an effort to obtain responses from the CG, the investigators removed any instructions or headings pertaining to primary care in the survey instrument. Otherwise, all 171 competency items remained standard for all 3 survey groups. The CG was determined as follows: the investigators started with a list of 5398 licensed physical therapists provided by the Ohio state chapter of the APTA and excluded 773 physical therapists that were currently practicing out of state, leaving 4625 physical therapists. Dividing this number by 250 gave a sampling interval of 18. Surveys were then mailed to the 250 individuals determined by this systematic sampling scheme.
Data Collection
A modified version of Dillman's Total Design Method, 15 which omitted the follow-up phone calls, was used in the administration of the mail survey. The investigators felt that the follow-up phone calls would be too intrusive. Dillman's Total Design Method 15 typically includes a survey packet, follow-up phone calls, follow-up mailing, and follow-up with nonrespondents.
The survey packet included a cover letter explaining the purpose of the study, assurance of confidentiality, instructions for returning the survey instrument, a self-addressed stamped envelope, and the survey instrument. All but 14 individuals were sent a mail survey. The 14 PCMPTs who were part of the 212 individuals from the PCC group were sent an electronic version of the survey instrument via the Internet due to this mode of preference over regular mail. Approximately 1 week after the mailing, follow-up postcards were sent to all 3 groups. The purposes of this postcard were to encourage those who had not completed the survey instrument to fill out the survey and to help ensure that individuals had received the survey packet. If they had misplaced the survey instrument, they were asked to call the investigators immediately for another copy.
Four weeks after the initial surveys were mailed, nonrespondents from the PCC group were again sent a reminder that their participation was important to this research study and that their contribution would assist the profession in delineating the role and function of PCPTs. At the time of the study, the investigators chose to target the PCC group with the 4-week follow-up mailing because it was believed that this group most clearly reflected the current practice of PCPT. However, a shorter version of the survey instrument (demographics questionnaire only) was later sent to a smaller sample of the nonrespondents from all 3 groups to ascertain if there was a demographic difference in characteristics between the initial respondents and the nonrespondents.
Data Analysis
The data collected were entered for analysis using the SAS statistical software package Version 10 (SAS Institute, Inc, Cary, NC). Means were calculated for all items measured on an ordinal scale. Because of the large number of items on the survey, the alpha level was set below .001 for all analyses. Chi-square tests were conducted for all categorical variables to determine whether differences existed between therapists practicing in the PCC and nonPCC settings. Kruskal-Wallis tests were conducted to examine group differences of importance scores.
RESULTS
Of the 212 surveys mailed to the PCC group, 119 were returned for a response rate of 56.1% (82 military physical therapists and 37 civilian physical therapists). Of the 250 surveys mailed to the CG, 103 were returned for a response rate of 41.2%.
Demographic Information
A description of survey respondents is shown in Table 2 . Based on the responses, 64.9% of PCMPTs were male, 91.9% were between 26 to 54 years of age, and most had either an entry-level bachelor's (62.2%) or master's (24.3%) degree in physical therapy. Thirty-eight percent of these respondents were board-certified physical therapy specialists. These respondents spent 36.7% of their time in the PCC setting, 29.3% in direct patient care by referral basis, 19.0% in administration/management, and the remainder in teaching (6.2%), consultation (5.5%), research (2.5%), and others. The majority of these respondents worked in military-based hospital outpatient care settings (81.5%). The PCMPT practitioner is likely to have developed his present level of clinical skills in workshops, seminars, or study group settings (31.2%), and by inservice/peer interaction (20.4%).
In the PCCPT group, 89.0% were between 26 and 44 years of age and most had either an entry-level bachelor's (45.1%) or master's (59.8%) degree in physical therapy. Twenty-nine percent of these respondents were board-certified physical therapy specialists. These respondents spend 23.6% of their time in PCC, 38.9% in direct patient care by referral basis, 16 .5% in administration/management, and the remainder in teaching (10.7%), research (4.2%), consultation (3.5%), and others. The majority of these respondents work in outpatient settings (72.2%). The PCCPT practitioner is likely to have developed his present level of clinical skills in workshops, seminars, or study group settings (27.2%), and by mentorship (22.2%).
In the CG, 82.5% of the respondents were female, 84.5% were between 26 and 54 years of age, and most had a bachelor's degree (77.7%). Only 4.9% of these TABLE 3. Percent of respondents performing in selected professional responsibilities for primary contact military physical therapists (PCMPT), primary contact civilian physical therapists (PCCPT), and nonprimary contact physical therapists (NPCPT). For the purpose of clarity, only selected statistically significant differences judged to be of greatest importance are indicated. The surveyed nonrespondents from all 3 groups who responded to the short survey showed similar demographic characteristics compared to the original respondents in terms of age, gender, entry-level education, and number of years practicing in PCC. Tables 3 and 4 summarize the results of the surveyed data for the Professional Responsibilities section of the survey instrument. Respondents were asked to indicate whether they performed this responsibility in physical therapy practice. Table 3 shows significant differences in percentages of respondents answering yes across selected professional responsibilities among the 3 groups. The 5 responsibilities that were significantly different among the 3 groups include selecting and ordering imaging studies, identifying abnormalities of nonmusculoskeletal conditions, establishing physical therapy diagnoses, and prescribing medications.
Analysis of Performance and Importance Ratings for Professional Responsibilities
Respondents were also instructed to rate their perceived level of importance of each responsibility for physical therapists in general, using a scale that ranged from 0 to 4, where 0 equals not important at all and 4 equals extremely important. Table 4 shows the significant differences for individual importance ratings of selected professional responsibilities, with importance ratings summarized as means.
Of the selected professional responsibilities in Tables 3 and 4 , however, less than half of the PCMPT and PCCPT groups prescribed nonnarcotic medications. This particular task was also only perceived as moderately important by the PCC group. The other 4 responsibilities were perceived as highly to extremely important in the practice of PCC. Tables 5 and 6 summarize the results of the surveyed data for the Procedures section of the survey instrument. Respondents were again asked to indicate whether they performed this procedure in physical therapy practice. Table 5 shows the significant differences in percentages of respondents answering yes across selected procedures among the 3 groups. The 5 procedures that were significantly different among the 3 groups include ordering lab tests, devices, imaging studies, and prescribing or administering medications. * Mean importance of the item based on a scale of 0 to 4, where 0 equals not important at all and 4 equals extremely important. † Key differences between groups: tasks that were perceived as moderately to extremely important in the practice of primary contact care (PCC), and performed by more than half of the individuals in the PCC group were categorized as ''key differences'' between the PCC and comparison groups (Kruskal-Wallis analysis, PϽ.001). * Mean importance of the item based on a scale of 0 to 4, where 0 equals not important at all, and 4 equals extremely important. † Key differences between groups: tasks that were perceived as moderately to extremely important in the practice of primary contact care (PCC), and performed by more than half of the individuals in the PCC group were categorized as ''key differences'' between the PCC and comparison groups (Kruskal-Wallis analysis, PϽ.001).
Analysis of Performance and Importance Ratings for Procedures
In addition, respondents were instructed to rate the level of importance of each procedure for physical therapists in general, using a scale that ranged from 0 to 4, where 0 equals not important at all and 4 equals extremely important. Table 6 shows the significant differences for individual importance ratings of selected procedures, with importance ratings summarized as means.
Of the selected procedures in Tables 5 and 6 , however, less than half of the PCMPT and PCCPT groups ordered lab tests and prescribed nonnarcotic medications. The PCC group only perceived these tasks as moderately important in the practice of PCC. The other 3 procedures were perceived as moderately to highly important. Table 7 summarizes the results of the analyses of the surveyed data for the Knowledge Areas section of the survey instrument. Respondents were instructed to rate the level of importance of each knowledge area, for physical therapists in general, using a scale that ranged from 0 to 4, where 0 equals not important at all and 4 equals extremely important.
Analysis of Importance Ratings for Knowledge Areas

Summary of Interpretation of the Results
This study revealed a number of significant differences in percent and ratings in the major areas for the Responsibilities, Procedures, and Knowledge Areas, but only the most significant individual items in each of these areas were included in Tables 3  throught 7 . However, after further review of the data, tasks that were perceived as moderately to extremely important in the practice of PCC and performed by more than half of the PCC group were categorized as ''key differences'' between the PCC and comparison groups. A final summary of the key differences (4 responsibilities, 3 procedures, and 6 knowledge areas) among the 3 groups are shown in Table 8 .
DISCUSSION
Although the Guide to Physical Therapist Practice 2 has outlined the physical therapist's role with regard to PCC, a practice analysis that defined the role and function of PCPT had not been performed until this study.
Although the study revealed several statistically significant differences between the PCC and comparison groups, the actual differences were often small. Either the majority of respondents from each group already perform the tasks or only a small number of respondents from each group perform the tasks. However, 4 professional responsibilities, 3 procedures, and 6 knowledge areas were identified as moderately to extremely important by the PCC group when compared to the CG. For example, ordering imaging studies, identifying abnormalities and signs of nonmusculoskeletal conditions, establishing a physical therapy diagnosis, and prescribing over-the-counter medications are tasks that were perceived as specifically important professional responsibilities in the practice of PCC (Table 8 ). Both PCMPTs (mean, 3.6) and PCCPTs (mean, 3.8) perceive establishing a physical therapy diagnosis that dictates the appropriate physical therapy intervention as extremely important compared to the perception of the NPCPTs (mean, 2.8). Additionally, 6 knowledge areas that relate to these tasks were also perceived as highly to extremely important when compared to the NPCPT group (Table 8) . Comments provided by respondents regarding professional responsibilities concerned the importance of maintaining effective communications with physicians, third-party payers, and other health care providers. Another comment provided was the importance of referring to physicians or other health care providers when patient conditions are beyond the scope of physical therapy practice. These comments are supported by previous studies that physical therapists can effectively provide physical therapy intervention at the first point of entry into the health care delivery system. In contrast, PCPTs in the civilian sector are restricted by state practice acts from ordering lab tests, imaging studies, or prescribing medications. Ordering lab tests, imaging studies, or prescribing medications are generally not in the current scope of physical therapy practice. 2 However, our findings indicate that 27% (10 respondents) of PCCPTs order plain film radiographs, 16% (6 respondents) order bone scans, magnetic resonance imaging, and computed tomography scans, and 38% (14 respondents) prescribe over-the-counter medications. It is probable that these individuals operate under the umbrella of physician supervision as PCPs or as members of a diverse group of health care professionals in primary TABLE 7. Statistically significant differences for individual importance ratings of selected knowledge areas among primary contact military physical therapists (PCMPT), primary contact civilian physical therapists (PCCPT), and nonprimary contact physical therapists (NPCPT). For the purpose of clarity, only selected statistically significant differences judged to be of greatest importance are indicated. * Mean importance of the item based on a scale of 0 to 4, where 0 equals not important at all and 4 equals extremely important. † Key differences between groups: tasks that were perceived as moderately to extremely important in the practice of primary contact care (PCC), and performed by more than half of the individuals in the PCC group were categorized as ''key differences'' between the PCC and comparison groups (Kruskal-Wallis analysis, PϽ.001). care. These findings are supported by James and Stuart, 12 and Overman et al, 31 who found that physicians endorse the primary contact role of physical therapists. This finding also supports previous studies by Byles and Ling 8 that patients seen in a hospital orthopedic setting could be managed by an experienced physical therapist.
Restricted practice acts may partly explain the low ratings given by the NPCPTs for some of these tasks. It is noteworthy, however, that a small percentage of NPCPTs order lab tests, imaging studies, and prescribe over-the-counter medications (Table 5) . This group included an individual who works in a military hospital inpatient setting and 5 or 6 other individuals who may be practicing under the umbrella of physician supervision. It is possible that these individuals (5.8%) have had previous training and experience in ordering lab tests, imaging studies, and prescribing over-the-counter medications. It is also noteworthy that 69% of the NPCPT group have anywhere from 2 to 21 or more years practicing in PCC. It is probable that these individuals might have had previous expo-sure to PCC but are restricted by state practice acts to seeing patients by physician referral only. On the other hand, it is also probable that some of these individuals misunderstood the operational definition of primary care and perceived this practice area as interacting and providing direct patient care with other health care providers, or perceiving direct patient care as providing primary care.
Some limitations in this study include selection of the majority of PCPTs and nonPCPTs from the list of APTA members, 2 of the authors serving on the NAC panel and 2 of the NAC members serving in the pilot group, and the specific types of patients seen by each group were also difficult to determine. For instance, patients seen in the military are primarily young and relatively healthy, while patients seen in the civilian sector may generally be older with potential for multisystem health problems. These differences may affect the findings of this study.
The state of Ohio was chosen as the source for the CG. At the time this survey was administered, there were 11 other states that did not have some form of direct-access legislation. A more representative sample would have been obtained by taking a random sample from all 12 states. The potential for bias was also increased by the method used to solicit the PCC group using convenience sampling, because subjects were chosen on the basis of their availability. However, its use is justifiable considering that there are only a limited number of physical therapists practicing in the PCC setting.
It is difficult to discuss the concept of PCC without mentioning direct access. PCC has been defined in this paper as the provision of health care services at the first point of entry into the health care delivery system by PCPs or by members of primary care teams. Physical therapists functioning in the PCP role see mostly patients with neuromusculoskeletal disorders. Initially, they perform a medical screening prior to providing physical therapy intervention. Patients are then either provided physical therapy intervention, referred to another health care provider for consultation while still under the care of the physical therapist, or referred to other health care providers when the patient's condition is beyond the scope of physical therapy practice, as evidently seen in the military and civilian settings that have direct-access legislation and in other countries. 4, 14, 16, 18, 23, 26, 27, 33, 35, 36, [38] [39] [40] [41] Physical therapists in non-direct-access states are likely to be restricted in seeing patients prior to a physician referral and are therefore limited in practicing PCC. However, it is still common practice even for a physical therapist in a non-direct-access state to screen and refer a patient back to the referring physician if the patient is not a candidate for physical therapy intervention or if the patient's condition has not improved or has worsened.
In direct-access states, however, physical therapists can provide PCC in multidisciplinary health care teams, such as in inpatient hospital settings, or independently in outpatient private practice settings. Whether patients are referred by a physician or not, physical therapists have the education and training to medically screen patients prior to providing physical therapy intervention. 2, 4, 8, 13, 14, 16, 20, 23, 24, 26, 27, 33, 35, 39, 40 But, the vast majority of physical therapists in direct access or non-direct-access states do not see patients without referral from a physician because of employer policies, lack of reimbursement, limitation by regulatory agencies, and state practice acts, as confirmed by Crout et al 12 and by Domholdt and Durchholz. 17 In contrast, military physical therapists are credentialed as PCPs and see patients in a direct-access model of practice. 4, 16, 23, 26 It is imperative to be clear that the goal in doing any examination is not to make a diagnosis of medical disease. The goal is to use the examination as a method of determining whether the patient is appropriate for physical therapy intervention or whether the patient should be referred for further medical evaluation. 4, 5, 22, 23 Increased autonomy of judgment and making independent clinical decisions bring with it a higher level of responsibility and accountability.
The practice of PCPT continues to evolve and current competencies in this field will be supplemented and modified. Skills that are currently identified as being different may become entry-level skills and new skills requiring additional knowledge and clinical proficiency will emerge. Due to the dynamic role of the PCPT practitioner, a revalidation of the competencies is warranted in the future.
CONCLUSION
The purpose of this study was to describe the frequency of use and the perceived level of importance of professional responsibilities, procedures, and knowledge areas of PCPTs, and to compare these data to similar data from nonPCPTs. The study demonstrates that physical therapists working in PCC settings utilize different knowledge, skills, and abilities when compared to physical therapists in nonPCC settings. The key differences in the perceived level of clinical competencies between the PCC and nonPCC groups were in the areas of selecting and ordering imaging procedures, identifying signs and symptoms of nonmusculoskeletal conditions, establishing physical therapy diagnoses, and prescribing over-thecounter medications. This study has important implications for defining the role and function of physical therapists in PCC and may provide curricular direction to professional, postprofessional, and clinical residency or fellowship-based educational settings. 
